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state/territory Island 

requirements for third party liability -
Third party liability information relative to
SSI applicants and recipients

is forwardedto the Division of Medical Services by the Social Security Adminis­
tration on an SSA 8019 form in accordance with the provision of the Section1634 
Agreement. This infomation is posted to the recipient eligibility file. 


As Rhode Island is an automatic accretion state, the Social Security Adminis­

tration accretes all eligible
SSI recipients to the SMI Buy-In. This information 


on
is posted to  the recipient eligibility file a monthly basis. 
Additionally, annual data exchanges are conductedDEERS and Blue Cross/ 

a major health insurer covering overBlue Shield of Rhode Island, 80% of Rhode 

Island's population, for the purposes of identifying, accessing or recouping from 

the identified third party liability resource. 


FOLLOW U p  methodology 

The Departmentof Human Services utilizes the following methods of follow 

up for the purpose of identifying and accessing third party liabilities. 


Information obtained from the Social Security Administration Wage and Earning
File is forwarded to the appropriate eligibility supervisor in the district offices 
who assigna worker to verify the information.If earning informationis already 
part of the case record, no further action is taken. If wages were previously
unreported, the information is verified and referred to the recipient fraud unit 
if necessary. If the previously unreported employment provides for third party
health insurance,it is reported to the Division of Medical Services on anAP23 
form which specifies the type of coverageto  include the health insurance rnember­
ship number and the effective dates of coverage. Please see Attachment B. Upon
receipt of theAP23 the information is posted to the recipient eligibility file 
on a daily basis. 

'those WorkersCompensation cases involving Medical Assistance applicants

and recipients are identified via the data exchange which is conducted monthly.

This information is then forwarded to the applicant 's or recipient
's case worker 
who has the 175B form which contains specific third party liability information 
completed by the applicant or recipient. Please see AttachmentC. The completed
175B form is retained in the case record anda copy is forwarded to the 

Collection and Recovery Unit for appropriate action to insure recovery of the 

third party resource. 


Those motor vehicle accidents involving Medical Assistance applicants and 

recipients are identified via the semi-annual data exchange with the Registry

of Motor Vehicles. Any matches for which the agency
has no information is referred 
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state plan under title XIX OF THE SOCIAL SECURITY ACT 

State/Territory: *ode ~ island 

Requirements for Third party Liability -
Identifying Liable resources 

to the applicant's o r  recipient 's  case worker who hasthe 175B form completed 
by theapplicant o r  recipient. The completed 175B form is retained i n  the 
caserecord and a copy is forwarded totheCollection andRecovery Unit fo r .  
appropriate action t o  ensurerecovery of thethirdpartyresource. 

A l l  claims f o r  payment f o r  medical services other than hospital services 
with a trauma, poisoning or accidentrelateddiagnosisare screened by the 
appropriatespecialistforthepossibility of a third par ty  l iabi l i ty .  Rose 
claims identified for which there is a possible third party resource are 
returnedtothe provider and are referred to  the Collection andRecovery Unit. 
The Collection and Recovery Unit  sends the information to the recipient's case 
worker who has the 175B form completed by therecipient. The completed 1758 
form is retained i n  thecaserecord and a copy is forwarded totheCollection 
andRecovery Unit forappropriateactiontoensurerecovery of the third p a r t y  
resource. 

Additionally, a l l  hosp i t a l  claims submitted with a trauma, accident or 
poisoningdiagnosisrequiresthe submitted of a TPLl form. PleaseseeAttach­
ment D. This form gathersinformationrelativetothecircumstancessurrounding
thereason for seekingmedical services and inquires as to whether the client 
i s  contemplatinglegalaction and identifiestheattorneyifappropriate. The 
TPLl form is reviewed by the appropriate specialist and is forwarded tothe 
Collection andRecovery Uni t .  The Collection andRecovery Unit sendsthe 
information to the recipient's case worker who has the 175B form completed by 
therecipient. The completed 175B form is retained i n  thecaserecord and a 
copy i s  forwarded to  theCollection andRecovery Unit f o r  appropriate action 
t o  ensurerecovery of thethirdpartyresource. 

:"i
Supersedes 
TI No. 87-15 

App rova1 Date 
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effective Date 10/1/87 
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RHODE island d e p a r t m e n t  OF SOCIAL AND REHABILITATIVE s e r v i c e s  

PERSONAL r e s o u r c e  FOR MEDICAL care 

I. i d e n t i f y i n gi n f o r m a t i o n  

II. MEDICALINSURANCE PLANS 

Health insurance E f t .  Data 
TYPE OF COVERAGE membership o f  

number coverage 

111. m e d i c a l  NEEDS MET BY o t h e r  person 

-SON PROVIDING THE SERVICE 	 s e r v i c e s  PROVIDED 
1 I

I (Name) ( address  
1 

I
I HOSPITAL 

I I 1 OTHER 

yellow - Medical Standard & R e v i e w  
Whit@ - Record 
Blue - Recipient 

Signature o f  Care Aide 



eligible  

Social  

Earned  Security  

Appl icable  

I :LOCATION AUTHORIZATION FOR 

n 

(nr,al Certi f icat ion [7 DATE 
:P * (previously closed) 0 1 
,-s*
(previouslydenied) 

n IICASE N U M B E R  

, f icat ion 

A. INFORMATIONPERSONAL 
name Lost middle First initial 

mail TO: Number Street or Avenue 

city/town State Zip Code 

former Name of Address, If Changed: 

. late of Birth 1 5. Social security Claim or Account number 

7. Date Eligibility expires 

: '*tor CategoryNumbers 9.  Cross Reference number (s) 

! :ex: (CircleOne) 1 .  (Office use Only) 

Mole 2. Female 

marital Status [Circle One) 

Marr ied,  2. Widowed, 3. Married,never  l iv ing Addedwith spouse, 

'.FLEXIBLE TEST (Circle One) 
YES (Cod. 5 )  NO (Code 6) 

If yes show US0 Of $ 

excess Income below: 

. FOR FAMILY CASES ONLY 
N A M E  A N D  BIRTHDATE: 

spouse 

:children 

CHANGES* 1 NAME BIRTHDATE 

parent Added 

parentRemoved 

child II II 
4. Divorced, 5 .  Separated 6.Not(chi ld)  Removed child II II 

~ 

: i g l b h t y  Factor(CircleOne) Unborn reviaus II U 
65 & Over 2. Blind 3. Oisa b led 4. Death 

5. Incapacity 6. Absence 7.Unemployed 

fa ,  Number of eligible persons I 
:,,:I Number ofchildren I 

health Insurance (Circle One In a to d below) 

Port:.Security 6. 1 .  Yes 2 .  No 

: Blue Cross 1 .  Yes 2. No. # 
physiciansService 1. Yes 2. No # 

: Other: 1 .  Yes 2 .  No If yes, complete: 

Nome of Company Policy Number 

B. ASSETS 

own his own (Circ le'3es app l ican t  home? One) 1. Yes 2. No. 
Estate . ?ea1 s 

. Cash f 
stocks 8 Bonds f 

TOTAL f 
.e Insurance s 
-gible Personal Property f 

C. A N N U A L  I N C O M E  

'. 0	e l i g i b l e  - The above - namedarecert i f ied 

as eligible to receive Medica l  Assistance 

benefits. 

i.0 i n e l i g i b l e  - (Circleone) 

1.  Closing: E i f .  Dote 

2. Relaction 

reason (Circle One)-
1. Does not hove category characteristics 

2. Assets are In excess of maximum 

3. Income is In excessof maanmum 

4. Eligible for money payment 

5. Death:Date 

6.Form not returned 

7. Other: ( specify 

signature 

MASTER FILE 1 KEY PUNCH I VERIFY 

let Income f s o c i a l  Benefits f 
Benefits $ 4. Allother Government OtherIncome S 

5. Total Income f 

I 



Number 

behalf 

liable:  
which  for  sustained  

party  third  

A$-$75brhode ISLAND DEPARTMENT of  H U M A N  SERVICES "'/"' 
DIVISION OF ECONOMICAND SOCIAL SERVICES Rev. 3/87 

ASSIGNMENT OF COLLATERIAL ASSISTANCE 

Case 	 Case Name 

Workers'Compensation Yes No II 
KNOW ALL MEN BY THESE PRESENTS: 

WHEREAS: I, 
on of 

(injured party) 
in consideration of medicalcareservicesandsupport  
Department of Human Sevices under the provisions 
theGeneralLaws of RhodeIslandwhichassistance 

injury, or illness onreason of accident, the 
namedfollowing may be (date) 

Name 

Address 

SSN 

SSN 

to be furnished to me by the 
of 40-6-7,40-6-8 and/or 40-8-4 of 

of medicalcareisnecessary by 

and for which said accident,.injury,.. or illness there are monies expected to be w i d  a n d  . 

provided to me by said ',or on his/her behalf 
by: party) (third 

Insurance Com pany 

Address 
NOW THEREFORE, I, assignhereby , do as 
required by theabove-namedstatutes or programs to theDepartment of Human 
Services an amount of money equal to the amount of medical care services and support  
furnished to me under the aforementioned categories of assistance as a reuslt of said 
accident, injury, or illness. 

This assignment and agreement shall not operate as a lien against any amounts due me 
which a r e  in excess of monies paid by the department for which medical care services 
and support were given. 
1 acknowledge that I have read this  agreement  or  that  i t  hasbeenread to me, and 
thoroughlyunderstanditsmeaning before affixingmysignature,thatthestatements 
herein made by me are true to the best of my knowledge and belief and are made under 
the penalties of perjury. 

WITNESS MY SIGNATURE THIS d a y  of , 198 . 
*Signature 

Address 

Notary or  Witness Signature 

I f  Attorney, Name 
Address 

Agency Representive 
Office Location 

requires o r i g i n a l  signature on all six (6) copies. 

I 



-- 

- -  

--  f o r   

-1. 	 If not i n j u r e d  on t h e  j o b ,  where  d id  :he i n j u r y  o c c u r ?  
I- , . other 

.. +-, lome --11 highway I;
'Iother 

: : r e :  --.___ happened:Descr ibe ­_- what  

30 y o u  h a v e  a n y  i n s u r a n c e  t o  c o v e r  t h i s  i n j u r y ?  Yes No 

r e s p o n s i b l et h e2 .  	 Was another ? a r t y  i n j u r y  Yes No 
I f  y e s ,  comple teremainder  o f  form.  

.­a .  Ocher P a r 2  Other  P a r t y ' s  I n s u r a n c e  Co 

Xa ine Name_-- - -
Address  Address  

> .  3 . )  yo^ intend t o  make a c l a i ma g a i n s tt h eo t h e rp a r t yo r  
h i s  i n s u r a n c e  company f o r  damages a r i s i n gf r o mt h ei n j u r y

':2 s NO 

c .  	 have ;!OK r e t a i n e d  an a t t o r n e yf o rt h ee n f o r c e m e n t  o f  your
r i g h t s ?  Yes - NO 

If y e s ,  p l e a s e  l i s t  h i s  name andaddres sbe low:  
Name Address  

I agree t i l  . . , ; s ip  a n y  r i g h t s  I now h a v eo r  may h a v e  t o  c o l l a t e r a l  
b e n e f i t sr e c e i v e d  as a r e s u l to fa c c i d e n t ,i n j u r y ,o ri l l n e s s ,e q u a l  
t o  the amount o f  m e d i c a lc a r eo ra s s i s t a n c ef u r n i s h e dt o  me. 

S i g n e d :  D a t e :  
Patienc  o r  Guard ian  

TPL-1 



